Aim: Information regarding the effects of omega-3 fatty acid on hypertriglyceridemic patients in Chinese is still limited. This study aimed to investigate the efficacy and safety of Omacor ® , a prescription ethyl-ester omega-3 fatty acid for the treatment of hypertriglyceridemia, administered at doses of 2 g/day and 4 g/day to Taiwanese hypertriglyceridemic patients. Methods: A multicenter, randomized, double-blind, placebo-controlled, parallel study in adults with hypertriglyceridemia was conducted. After a five-week diet lead in period patients with triglycerides 200-1000 mg/dL were randomized to receive Omacor ® , a concentrated preparation of omega-3 eicosapentaenoic acid (EPA) plus docosahexaenoic acid (DHA) in a dose of 1 g twice daily (2 g Omacor ® ), 2 g twice daily (4 g Omacor ® ) or placebo, for eight weeks. The primary endpoint was the percentage change in triglyceride serum levels from baseline to the end of treatment. Results: A total of 253 Taiwanese patients were randomized, of which 65.6% (166) were men. At the end of the treatment, the percentage change in triglyceride serum levels in both the Omacor ® 4 g/ day ( 32.1%) and 2 g/day ( 29.7%) groups was larger than in the placebo group ( 5.4%) (p 0.001). The incidence of drug-related adverse events was as follows: 0.0%, 1.2%, and 0.0% in Omacor ® 4 g/day, Omacor ® 2 g/day, and placebo groups, respectively. No drug-related serious adverse events were reported during the study. Conclusions: Omacor ® may be a feasible option to treat hypertriglyceridemia in Taiwanese patients.
Introduction
Hypertriglyceridemia, together with low levels of high-density lipoprotein cholesterol (HDL-C), is an independent risk factor for coronary heart disease, according to the guidelines for the management of triglycerides (TG) and cardiovascular disease 1, 2) . High TG levels are often concomitant with insulin resisCopyright©2017 Japan Atherosclerosis Society This article is distributed under the terms of the latest version of CC BY-NC-SA defined by the Creative Commons Attribution License.
visit (leading period), one randomization visit, and two biweekly visits with one monthly visit during the double-blind/treatment period. The study was supported and coordinated by Excelsior Pharmatech Labs. The registration number in ClinicalTrial.gov is NCT01725646. This study was conducted in accordance with the Investigational New Drug (IND), Informed Consent and IRB Regulations from the Taiwan Food and Drug Administration (TFDA), and Good Clinical Practice as outlined in the International Conference on Harmonization (ICH), E6 Good Clinical Practice (GCP). The study was approved by all appropriate national regulatory authorities and ethics committees of the participating hospitals. All patients participated voluntarily in the study after signing the informed consent.
Ethics
The study was approved by National Taiwan University Hospital (NTUH) Research Ethics Committee on May The study was registered in the Center of Drug Evaluation (CDE) Taiwan and assigned a registration number, 1001401529, before recruiting the first patient, according to Taiwan's regulations. It was then assigned a delayed registration number of NCT01725646 on ClinicalTrial.gov, because the sponsor did not originally plan to publish the study internationally. It was thus registered in Taiwan's CDE but not on ClinicalTrial.gov before recruiting the first patient. The authors confirm that all ongoing and related trials for this drug/intervention are registered.
Study Participants
Patient eligibility criteria were: 1) age between 20 and 79 years; 2) fasting serum TG level between 200 and 1000 mg/dL at screening and also at randomization; 3) having discontinued the following lipid-altering agents: rosuvastatin, bile acid sequestrants, nicotinic acid, probucol, cholesterol absorption inhibitors, gemfibrozil or fibric acid derivatives, for at least one month; 4) if a current smoker, having no plan to change smoking habits during the study; and 5) at the tance, obesity, and acute pancreatitis, and low levels of high-density lipoprotein cholesterol (HDL-C) are present in patients with metabolic syndrome.
The standard recommendations for hypertriglyceridemic patients comprise measures to modify the root causes, such as weight loss, increased regular exercise, reduced intake of refined carbohydrates, as well as thyroid hormone replacement in patients with hypothyroidism, or alcohol cessation. At present, there are limited drugs specially indicated for the treatment of moderately elevated triglycerides; only omega-3 fatty acids, fibrates, and niacin 3) . The American Heart Association states that doses of fatty acids of 2-4 g/ day of eicosapentaenoic acid (EPA) plus docosahexaenoic acid (DHA) can be used under a physician's care to lower elevated triglycerides 4) . Omacor ® (Pronova BioPharma), a capsule formed of 90% omega-3-acid ethyl esters, is the first US Food and Drug Administration (FDA) and EUapproved omega-3-acid drug. Omacor ® is prepared from fish using various patented procedures; each capsule contains 460 mg of EPA and 380 mg of DHA 5) . The drug's effects include lowering plasma triglyceride levels 6) , increasing conversion of very low-density lipoprotein cholesterol (VLDL-C) to low-density lipoprotein cholesterol (LDL-C), depressing triglyceride synthesis 6) , and reducing postprandial lipemia 7) . Several placebo-controlled studies have reported the efficacy of omega-3 fatty acids concentrates in lowering triglyceride in patients with moderately-elevated triglycerides. In addition, it has been observed that the degree of lowering depends on the dose and on baseline triglyceride levels 3) . The indicated doses of prescription omega-3 fatty acids range from 2 to 4g/ day, with an efficacy on reduction of triglyceride levels of a 20%-45% 3) . Such a reduction is also consistent with that observed when it was combined with a statin 8) , such as simvastatin 9) . Additionally, baseline TG levels may be affected by ethnicity-related factors associated with different lifestyles and the frequency of fish intake. Indeed, the Eastern diet and lifestyle differs substantially from other countries where Omacor ® is currently authorized. Therefore, this study aimed to demonstrate the efficacy and safety of Omacor ® , administered at doses of 2 g/day and 4 g/day on hypertriglyceridemic patients in Taiwanese patients.
Materials and Methods
This was a randomized, double-blind, placebocontrolled, parallel study with two active dosage levels (1:1:1), conducted at four medical centers in Taiwan. The study consisted in five clinic visits: one screening Including the leading period, the total follow up lasted for 13 weeks. After the five-week leading period, the double blind period covered two biweekly visits and one monthly visit. At each visit, a 12-hour fasting blood sample was obtained to determine the efficacy measurements: serum TG, TC, HDL-C, and LDL-C. The listed items were assessed locally. The TG, TC, HDL-C, and LDL-C were analyzed using a homogeneous enzymatic method by Bayer-Siemens AVDIA 1800 Chemistry System with the corresponding reagent kits (AVDIA ® Chemistry, Siemens). Other additional information collected included: medical history review at screening and randomization, ECG at screening and at completion, dietary compliance (patient's dietary history review), vital signs (blood pressure, pulse), safety hematology (white blood cell count, red blood cell count, platelet count, and hemoglobin), safety biochemistry test (fasting glucose, total protein, total bilirubin, aspartate aminotransferase (AST [SGOT]), alanine aminotransferase (ALT [SGPT]), alkaline phosphatase, total bilirubin, lactate dehydrogenase, -gamma-glutamyl transpeptidase, blood urea nitrogen, creatinine, uric acid, sodium, potassium, chloride and high-sensitivity C-reactive protein). Blood samples were analyzed locally. Adverse events were reported spontaneously by the patient or elicited by open (non-leading) questioning.
The diet control is also an important part. A registered dietitian interviewed the enrolled patients monthly to evaluate their diet compliance. The patients had to record their diet in a diary card for three days before the interview with the dietitian. The dietitian reviewed the diary card in the interview and used a questionnaire to evaluate low fat diet compliance. In addition to the low fat diet, dietitians also evaluated fish consumption.
Study Endpoints
The primary efficacy endpoint was the effect of Omacor ® for lowering serum TG, measured by the percent change from baseline to week 8 of the given treatment. Secondary endpoints included the percentage change in serum TG levels from baseline to week 4 of study treatment, the percentage change from baseline to weeks 4 and 8 in non-HDL-C concentration, TC, HDL-C, and TC: HDL-C ratio. The safety endpoint included information on adverse events (AEs), vital signs, and clinical laboratory tests.
Statistical Analysis
Sample size calculation was performed using a superiority test based on the percentage change of TG levels. From a similar study with Omacor ® in Japanese randomization visit, either to have discontinued 3-hydroxy-3-methyl-glutaryl-CoA (HMG-CoA) reductase inhibitors, or to have been on a stable dose and schedule of HMG-CoA reductase inhibitors for at least eight weeks. The main reasons for exclusion were: 1) LDL-C control levels above the Bureau of National Health Insurance (BNHI) treatment goal at screening and randomization; 2) to be taking drugs such as nonstudy related omega-3, red yeast rice, weight loss drugs, immunomodulatory therapy, rosuvastatin, bile acid sequestrants, fibrates, niacin, probucol or cholesterol absorption inhibitors; 3) high consumption of fatty fish ( two servings of 150 g of fatty fish per week during the leading period); 4) severe diseases, such as uncontrolled diabetes mellitus, thyroid dysfunction, obstructive liver disease, chronic kidney disease, nephrotic syndrome or any serious renal, pulmonary, hepatic, biliary, gastrointestinal diseases or cancer within 6 months prior to randomization; and 5) a history of alcoholism (taking at least three glasses of wine or equivalent per day) during the previous three months. After the screening visit, patients who either had hypolipidemia with total cholesterol (TC) 120 mg/dL and LDL-C 50 mg/dL at any visit or had TG 1,000 mg/dL with a 30% elevation or more compared to baseline were requested to be withdrawn from study.
Procedures
For this intervention study, eligible patients entered a five-week leading period and were counseled on low fat diets throughout the study. After this leading phase, patients needed serum triglycerides levels of 200 mg/dL or more and to meet the selection criteria to be randomized. Patients were equally stratified by their lipid-altering agents/statin (with or without) and by the baseline triglyceride level (200-499 mg/dL or 500-1,000 mg/dL) prior to being randomized. The randomization schedules were generated using a validated SAS system that automates the random assignment of treatment groups to randomized numbers and were prepared with a 1:1:1 randomization ratio in block numbers as 6. Thus, patients were randomized to receive 1 g of Omacor ® twice a day (2 g Omacor ® / day), 2 g of Omacor ® twice a day (4 g Omacor ® /day) or placebo (i.e., olive oil in identical capsules) twice a day for a total of eight weeks. The Omacor ® 2 g/day arm received one bottle with Omacor ® capsules and one bottle with placebo capsules; the Omacor ® 4 g/ day arm received two bottles with Omacor ® capsules; and the placebo arm received two bottles with placebo capsules. Every study medication bottle had the same appearance. The investigator kept individual blindbreaker envelopes containing the drug assignments.
For the analysis of TG levels, the geometric mean and 95% confidence interval (CI) were computed by taking the exponent of the mean and of the lower and upper limits of the 95% CI of the natural-log-transformed sizes. The change from baseline to the end-oftreatment in natural-log-transformed TG level was evaluated by an analysis of covariance (ANCOVA) model with terms for baseline natural-log-transformed TG value, baseline fatty fish consumption (i.e., none, ≤ 150 g or 150 g), stratification factors and treatment group. The test drug (Omacor ® ) was concluded to be superior to the control (placebo) on average if the null hypothesis was rejected. The test was performed separately for each dose versus placebo. The comparison between 2 g/day Omacor ® and placebo could only be concluded if 4 g/day Omacor ® was superior to placebo at the significant level of 0.05 (two-sided). For the secondary efficacy endpoints, hypothesis tests (all two-sided) were performed individually at the 5% significance level and there was no adjustment for multiple tests or for adjustment for multiplicity of endpoints. All data were analyzed using the SAS system.
The safety profile of Omacor ® was analyzed according to adverse events reported during the study, vital signs measurements, serum chemistry and hematology results, and ECG reports. This analysis was cohorts 10) , a standard deviation (SD) of approximately 30% may be expected. Similarly, in the cited study, a reduction in serum TG of 12% and 26.6% was observed for patients with plasma TG above 200 mg/ dL treated with Omacor ® 2 g/day and Omacor ® 4 g/ day at eight weeks.
With a SD of 30% and estimated 80% power, a sample size of 74 patients in each treatment group was required to detect a difference in TG reduction of 14% at the 5% significance level (two-sided). To adjust for an expected 10% drop-out or non-compliance rate, 83 patients were included in each treatment group.
The intent-to-treat (ITT) population comprised all patients who were randomized to the study treatment and who had taken at least one dose of study medication and have at least one follow-up efficacy endpoint evaluation. The primary efficacy analysis was based on the ITT population used a last observation carried forward (LOCF) method of imputation for missing response variable due to patient early termination or incomplete assessment. The primary endpoint was also analyzed in the per protocol (PP) population, which included all patients who underwent any study treatment and had no major protocol violations affecting their efficacy assessments; and in the created strata based on statin usage or hypertriglyceridemia levels. Table 2 . From baseline to the end of the study, at least about 80% of patients achieved low fat diet compliance in each treatment group, without statistically significant differences between treatment with Omacor ® 4 g/day and Omacor ® 2 g/day groups during the study follow-up. Regarding weekly fish consumption, the proportion of patients who consumed none or less than 150 g of fish per week reached at least 90% from the leading period to the end of eight weeks of treatment (Supplementary Table 3 ).
Efficacy Analysis
Statistically significant reductions in TG levels were observed between Omacor ® arms and placebo as early as week 2 and up to the end of the study (Fig. 2) . At week 8, the percent of change in both Omacor ® 4 g/day ( 32.1%) and 2 g/day ( 29.7%) groups was significantly larger than in the placebo group ( 5.4%), Omacor ® 4 g/day vs. placebo, p 0.0001; Omacor ® 2 g/day vs. placebo, p 0.0001. When the PP population was analyzed at week 8, the percent of change was 32.4%, 31.1%, and 10.0% in Omacor ® 4 g/day, Omacor ® 2 g/day and placebo groups, respectively, with statistically significant differences between groups (Omacor ® 4 g/day vs placebo, p 0.0001; Omacor ® 2 g/day vs placebo, p 0.0002). Similar results were obtained at week 4, with percent changes of 27.8%, 28.7%, and 6.8% in Omacor ® 4 g/day, Omacor ® 2 g/day and placebo groups, respectively, with statistical differences between groups (Omacor ® 4 g/day vs placebo, p 0.0001; Omacor ® 2 g/day vs placebo, p 0.0001).
In addition to triglycerides, only LDL-C levels reached statistical significance when Omacor ® and conducted on the "Safety Population," which included all randomized patients. The Medical Dictionary for Regulatory Activities (MedDRA, version 15.0) adverse event dictionary was used to map verbatim adverse events to preferred terms and system organ class.
Results
An overview of patient disposition from screening to study termination is provided in Fig. 1 . This study was conducted from July 08, 2011 (first patient first visit) to May 24, 2013 (last patient last visit). A total of 498 patients were screened and 253 were randomized: 84 patients to Omacor ® 4 g/day, 82 patients to Omacor ® 2 g/day, and 87 patients to placebo. Of all randomized patients, 240 patients completed the study. The baseline characteristics of each group are shown in Table 1 . A total of 166 (65.6%) patients were males and the mean age was 54 years old. At baseline, the mean (SD) TG levels were 375.1 (151.7) mg/dL, 363.5 (157.0) mg/dL, and 359.0 (138.8) mg/ dL in Omacor ® 4 g/day, Omacor ® 2 g/day, and placebo groups, respectively.
Compliance
Median (interquartile range, IQR) compliance during the double-blind treatment phase was 96.6% (50.0%-117.0%), 97.1% (70.7%-110.2%) and 95.8% (59.3%-123.6%) in the Omacor ® 4 g/day, Omacor ® 2 g/day and placebo groups, respectively (Supplementary Table 1 ). About 85%-95% of patients in each treatment groups achieved a good compliance with treatment percentage above 85%. The low fat diet compliance is shown in Supplemen- Data was presented as mean (SD) if continuous variables and n (%) if binary variables one patient treated with Omacor 4 g/day, who had an AE of mild myalgia, and then recovered without further treatment during the study, and the investigator thought it unlikely related to the study drug. The serum creatinine level also did not show significant elevation during the study in the three study groups (Supplementary Table 4) . No drug-related severe AEs were observed during the study.
Discussion
The goal of the present study was to demonstrate the efficacy and safety of the doses of Omacor ® 2 g/ day and 4 g/day in the Taiwanese population. Based on the results obtained, the primary hypothesis was confirmed; significant improvements in triglyceride levels in both Omacor ® arms versus placebo were achieved. Furthermore, it was confirmed in both the ITT and the PP population, which demonstrates the robustness of the outcome. These improvements are in agreement with the previous clinical evidence 10) . In fact, a review by Skulas et al.
3) indicated an average triglyceride reduction for patients at the higher end of moderate hypertriglyceridemia of approximately 30% for Omacor ® in studies with treatment duration between eight weeks and six months. Additionally, two randomized, double-blind, placebo-controlled studies assessing the effect of Omacor ® 4 g/day reported a reduction of 38.9% after six weeks of treatment 11) and 45% in TG levels after 16 weeks of treatment 12) , in patients with TG levels within the range of 500-2,000 mg/dL.
A reference study performed in the United States, the COMBOS trial 7) , which used a dose of 4 g/day in placebo groups were compared ( Table 2) . With regard to LDL-C levels, significant changes from baseline were reported at week 4 with Omacor ® 2 g/day (7.2%, p 0.0036) and Omacor ® 4 g/day (6.3%, p 0.0096) and sustained until the end of the study (9.9%, p 0.0136 and 7.2%, p 0.0010, respectively). Additionally, the mean LDL-C levels remained within normal ranges in all patients among the three groups during the whole study duration.
In the subgroup analysis of the primary endpoint, when the stratification was for statin or no lipid-altering medication use, the percentage change in TG levels was larger in the group that did not receive lipid-altering agents (Table 3) . Similarly, the severe hypertriglyceridemia group experienced a larger change in TG levels than the group with moderate hypertriglyceridemia, although it was not statistically significant owing to the small patient numbers in the severe hypertriglyceridemia stratum (Table 4) .
Safety Analysis
The incidence of drug-related AEs was 0.0%, 1.2% (one case of nausea), and 0.0% in Omacor ® 4 g/day, Omacor ® 2 g/day, and placebo groups, respectively. Only one patient (1.2%) treated with Omacor ® 4 g/day group had an AE with conjunctival hemorrhage, which was unlikely related to the study drug. The incidence of serious AEs in Omacor ® 2 g/day group was 1.2% (one case of coronary artery disease), and in placebo group was 1.1% (one case of sick sinus syndrome), both of them were unlikely related to the study drug. The incidence of AEs that led to the study drug discontinuation was 1.2% in the Omacor ® 4 g/ day group and 2.3% in placebo group. There was only Abbreviations: HDL-C and LDL-C, High-density and Low-density lipoprotein cholesterol # p-value: Omacor 4 g/day a indicates the differences between Omacor 4 g/day and placebo after treatment Omacor 2 g/day b indicates the differences between Omacor 2 g/day and placebo after treatment reported lower TG reduction in comparison with our study ( 10.8% in the Omacor ® 2 g group and 22.9% in the Omacor ® 4 g group). A comparison among Taiwan, Japan, and UK studies at dose 4 g was showed in Supplementary Table 5 .
Surprisingly, the two doses used in our study, 4 g/day and 2 g/day, achieved a very similar percentage of TG reduction. Based on the clinical evidence, it is combination with simvastatin for eight weeks versus placebo, reported a median of percent change of 29.5% in the Omacor ® simvastatin arm and 6.3% in the placebo simvastatin arm. Another reference study performed in UK 13) reported a mean of percent change of 22.4%. More specific to the Asian area is a Japanese phase study 10) , similar to ours in both the population of patients and doses used which the severe hypertriglyceridemia stratum experienced a larger change in TG levels than those in the moderate hypertriglyceridemia stratum, although it was not statistically significant. In all cases, treatment groups versus placebo were statistically significant in both the Omacor ® 4 g/day and 2 g/day arms. On the other hand, LDL-C levels slightly increased after four to eight weeks with both doses of Omacor ® , comparing with placebo, although the mean levels of LDL-C remained within the normal ranges throughout the study in all groups. In this context, Maki et al. in a post hoc analysis of the COMBOS trial 25) showed that Omacor ® treatment also increased the levels of LDL-C but only in patients in the lowest tertile ( 80.4 mg/dL) level at the beginning of the study. In the present study, mean (SD) baseline LDL-C levels were 83.9 (24.3) mg/dL, 84.9 (25.8) mg/dL, and 88.1 (28.1) mg/dL in Omacor ® 4 g/day, Omacor ® 2 g/day, and placebo groups, respectively, which were close to the report of Maki et al. Another example is the TAK-085 study in Japan 26) , in which the mean (SD) baseline LDL-C levels were 129.0 (30.3) mg/dL, 133.2 (29.9) mg/dL, and 129.3 (33.0) mg/dL in Omacor ® (TAK-085) 4 g/day, Omacor ® (TAK-085) 2 g/day, and EPA-E groups, respectively, resulting in a slight increase or even decrease at the end of study (2.38 20.5%, 0.42 17.3%, and 1.49 16.8% in Omacor ® 4 g/day, Omacor ® 2 g/ day, and EPA-E groups, respectively). However, it seems that the increment of LDL-C level was larger in Omacor ® 2 g/day than that in Omacor ® 4 g/day in the present study, but this was not statistically significant (p 0.391). Further studies are needed to clarify the mechanism.
Additionally, a subgroup analysis of the COM-BOS trial focusing on lipoprotein sizes and concentrations revealed that Omacor ® 4 g/day produced significant reductions in intermediate density lipoprotein cholesterol (IDL-C) (p 0.0001 vs. baseline) and small LDL-C (p 0.0035 vs. baseline) 27) . The TAK-085 study in Japan also showed a shift from small dense LDL-C to large buoyant LDL-C and increased LDL-C/Apo B ratios, as well as a decrement of Apo C-after treatment with Omacor ® 28) . Higher levels of IDL-C and small dense LDL-C usually presenting in hypertriglyceridemic patients are considered more harmful than other lipid particles because they can more easily penetrate the arterial wall 29) . Our recent study also demonstrated that small dense LDL-C particles might potentiate postchallenge hyperglycemia on the risk of arterial stiffness in middle-aged healthy adults 30) . The safety profile of both Omacor ® arms was as expected, with a rate of adverse event reactions comparable to the 3% reported in the Summary of widely accepted that the effect of this drug is dosedependent 14, 15) . In addition, the Japanese study demonstrated the expected differences between both active groups. In the investigators' opinion, one explanation could be moderation of Chinese foods with a large amount of carbohydrates may attenuate the additional dose of omega-3 fatty acids on triglyceride-lowering effects 16) . Besides, the low fat diet compliances for Omacor ® 4 g and Omacor ® 2 g groups were 81.0% and 91.5%, respectively. Although the difference was not statistically significant; however, it was close to statistical significance (p 0.067). The trend of better compliance of maintaining low fat diet may contribute to the triglyceride-lowering effects for Omacor ® 2 g group, thus attenuate the dose-dependent response of higher dose of Omacor ® 4 g/day. After treatment with Omacor ® 2 g, a higher omega-3/omega-6 ratio also significantly improved insulin resistance and subsequently decreased the levels of triglycerides of study participants 17, 18) . Another explanation is the high percentage of overweight in our study patients, which had been demonstrated to have a higher risk of severe hypertriglyceridemia (TG ≥ 500 mg/dL) while concurrent with genetic polymorphism in apolipoprotein A5 in Chinese 19) . An interaction between omega-3 fatty acids supplement and genetic variants in APOA5 and/or APOE4 may modify the response to omega-3 fatty acids treatment significantly independent of dose-response pattern in these patients. Not only the insulin resistance, but also the arterial stiffness, can be improved by a higher EPA/AA ratio 20) . In addition, our study demonstrated an even larger reduction in triglyceride levels in Taiwanese compared to Japanese participants. The difference in triglyceride-lowering effects between the Taiwanese and Japanese might be mediated by the difference in eating habits: more fish and seaweeds are consumed by the Japanese (rich in omega-3 fatty acids), which may attenuate the additional lipid-lowering effects of fish oil in Omacor ® 21) . It is worth mentioning that the significant improvement with Omacor ® was achieved at week two and maintained until the end of our study. According to Rupp et al.
5)
, when Omacor ® 1 g/day is administered for 30 days, the bioavailability of the drug remains constant and optimal during the treatment period, reaching plateau levels from the tenth day. In our literature review, most studies also support such a reduction after week 4 13, [22] [23] [24] , but no data is available for the preceding period and it therefore cannot be appropriately contextualized.
The effectiveness of Omacor ® is influenced by baseline TG levels 3) . Indeed, in our study, patients in In the COMBOS trial, with a treatment period of eight weeks, the short treatment duration has been noted as a study limitation. However, a 24-month extension of the COMBOS study confirmed the results about efficacy and safety 31) . In this case, the goal of the study was to confirm the efficacy of Omacor ® and the duration was not considered a weakness for this purpose, but the authors admit that longer trials might better characterize clinical efficacy and safety. Additionally, the specificity of the population, all of which was Asian, offers valuable information regarding these patients, though it makes it difficult to extrapolate the results to other patient populations.
EPA also showed the effects on inflammatory markers, including high sensitivity CRP 32) . However, in the present study, there was no significant change in all of three treatment groups (Supplementary Table 6 ). This may have been due to the shorter period and the different remedies and doses, or different patient cohorts.
In conclusion, the use of Omacor ® 4 g/day or Omacor ® 2 g/day in Taiwanese patients significantly reduced TG levels compared to placebo in the present study. Although extrapolation of data from clinical trials to routine clinical practice is not always straightforward, owing to the heterogeneous patient population, the presence of comorbidities, and the unstructured follow-up characteristics of daily practice, Omacor ® appears a valid option for treating hypertriglyceridemia in Taiwanese patients. Furthermore, differences in diet and behavior in the Chinese population reinforce the need to conduct confirmatory studies on the efficacy of Omacor ® in this specific population of patients. 
